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Leonard J. Goldwater, M.D. ** 


Introduction 


Fear of the unknown is a well recognized phenom- 
enon in human behavior. Nowhere has this been more 
clearly demonstrated than in relation to radiation, a 
point which can be well illustrated by citing two 
quotations. The first is taken from the Pall Mall Gazette 
and appeared at about the turn of the century: ‘‘We are 
sick of Roentgen Rays. It is now said that Mr. Edison 
has discovered a substance—Tungstate of Calcium is its 
repulsive name—which is potential, whatever that 
means, to said rays. The consequent of which is that 
you can see other people’s bones with the naked eye. 
On the revolting indecency there is no need to dwell. It 
would be best to turn the works on these rays, execute 
the discoverer and whelm all Calcium Tungstate in the 
ocean. Let the fish contemplate each other's bones if 
they like, but not us.’ At about the same time a New 
Jersey legislator is said to have introduced a bill pro- 
hibiting the use of x-rays in opera glasses and, in 
London, x-ray proof underwear was advertised for 
women. 


In our sophistication to-day we might be inclined 
to smile at such absurd thoughts, but scarcely a month 
ago (May 4, 1957) a New York newspaper carried an 
item which demonstrates that ignorance, mystery and 
unreasoned fear in relation to radiation are still with us. 
The news item relates that a five year old boy in 
Houston, Texas, was being shunned by his former 
playmates because his father had been accidentally 
exposed to radioactive material. 


The incident just mentioned shows that although 
great strides have been made toward understanding the 


*Taken from the New York State Department of Labor, Monthly 
Review, Division of Industrial Hygiene, July 1957, Vol. 36, No. 7 


**Consultant Industrial Hygiene Physician and Professor of 
Occupational Medicine, School of Public Health and Administrative 
Medicine, Columbia University. 
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nature of radiation and some of its effects, much 
ignorance and unwarranted fear still exists. Conferences 
such as this one at Canisius College can and will doa 
great dea! toward creating a more enlightened public. 
Unfortunately there appear to be some so-called experts 
who either by design or ineptness continue to maintain 
a shroud of mystery around radioactivity by holding 
that only a select few can understand the forces inherent 
in radiation. The present conference is certainly not 
designed to make experts out of anyone but it will 
surely go far toward raising the level of understanding 
for many who attend. The following passage, taken 
from “Concepts of Radiological Health,” published by 
the U.S. Public Health Service in 1954, seems worthy 
of quotation. ‘‘A general belief has developed among 
health workers that they cannot understand the health 
aspects of atomic energy and ionizing radiation without 
extensive study of complex physics and chemistry plus 
a working knowledge of higher mathematics. That 
is true only if one aspires to become a radiobiologist or a 
biophysicist. It is not true when the goal is merely 
practical understanding of radiological health and of 
the place for radiological health activities in the general 
health program. For this purpose, one has only to learn 
about the penetrating powers of ionizing radiations, 
their harmful effects on living things, and the ways of 
keeping people and radiations apart.” 

Another important point, which will be enlarged 
upon later, is that radiation protection is merely a 
specialized application of industrial hygiene. Thus 
the principles and practices which have proven so 
effective in affording protection against potentially 
harmful dusts, fumes, mists, vapors, and gases can 
be and are being successfully applied in the field of 
radiation protection. This fact is mentioned here as 
further evidence that mystery and super-specialization 
have no place when it comes to dealing with most of the 
common problems of radiological health. 
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Eistory of Radiation Injuries 


A host of dedicated scientists have contributed to 
our present understanding of the biological effects of 
i) "ing radiation, some of them being better known 
tha’ others. Many sacrificed their health and even 
their lives in pursuing their studies. A few outstanding 
dates, names and events are shown in Table I. 


TABLE I 


SOME IMPORTANT NAMES, DATES AND EVENTS IN THE HISTORY 
OF RADIATION INJURIES 


EVENT 


Discovery of X-Ray 
Discovery of Natural Radioactivity of 
Uranium 


DATE NAME 


1895 Roentgen 
1896  Becquerel 


1896 Grubbe 
Hawks 

1897 Rutherford 

1899 Curies 


X-Ray Burns of Skin 
Recognition of Alpha, Beta and Gamma Rays 
Discovery of Radium 


1900 First Cases of Radium Burns of Skin 

1918-19 Uncontrolled Use of Radium in Dial Painting 

1922 First Recognized Death of a Radium Dial 
Painter 


1929 Martland 


1934 Jeliots 
1939 Joliot, Fermi, 
Szilard, et al 


Report on Radium Poisoning in Dial Painters 
(41st Victim Died in 1951) 
Discovery of Artificial Radioactivity 


Nuclear Fission 

First Self-Sustaining Nuclear 
Chain Reaction 

Leukemia in Radiologists 


1945 Manhattan Atomic Bomb —Hiroshima 


Project 
1947 Large Scale Production of Radio-Isotoves, 
to Nuclear Detonations, Concern with Fall- 
1957 Out, Revision Downward of Permissible 


Dose, Industrial and Medical Uses. 


It is interesting to note that the first report of x-ray 
burns of the skin and x-ray dermatitis appeared within a 
year of the discovery of the x-ray by Roentgen in 1895 
and that likewise, radium burns were reported about a 
year following the discovery of radium in 1899. 

The well known tragedy of the radium dial painters, 
most of whom were young women, calls for special 
comment since it was failure to apply simple industrial 
hygiene procedures that was responsible for at least 
forty-one deaths, mainly from aplastic anemia and 
malignant tumors of bone. It cannot be said that the 
“powers of ionizing radiation, their harmful effects on 
living things, and the ways of keeping people and 
radiation apart’ were insufficiently known at the time to 
have precluded the utilization of protective measures. 

A new era in the history of radiation injury began 
with the explosion of the atomic bomb at Hiroshima 
on August 6, 1945. Radiation doses of a magnitude 
previously unknown became a reality at that time and 
present knowledge of the clinical picture of acute 
radiation sickness in humans is based largely upon 
observations made at Hiroshima. Details of this syn- 
drome are given below in the discussion of effects of 
radiation on tissues. 

At the present time, major interest is focused on the 
possible dangers in the indiscriminate use of x-rays and 
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on possible harm to living organisms from the fall-out 
following thermo-nuclear explosions. Transcending 
these interests is the realization that mankind now has in 
its hands the means for its own total destruction. In the 
meantime, however, the constantly expanding peaceful 
use of atomic energy in one form or another creates new 
health hazards which, though less dramatic, call for 
effective control measures. 


Mechanism of Injury 


As mentioned above, injury from ionizing radiation 
has much in common with injury from dusts, fumes and 
gases. In all instances the potentially harmful agent 
must come in contact with living cells or tissues in 
significant amounts. Some of the similarities between 
ionizing radiation and toxic chemicals are shown in 


Table II. 


TABLE II 
SIMILARITIES BETWEEN IONIZING RADIATION AND TOXIC 
CHEMICALS 
CHEMICALS RADIATION 
Routes of Absorption Skin, Intestines, and Skin, Intestines, and 
Lungs ungs 
Site of Action External Specific External Specific 
Reaction Organs, and Tissues Organs, and Tissues 
Acute or Chronic; Acute or Chronic; 
Immediate or Delayed; Immediate or Delayed; 
Temporary or Perma- Temporary or Perma- 
nent; Reversible, ment; Reversible, 
Progressive or Fatal Progressive or Fatal 
Sensitivity DifferencesAmong _ Differences Among 
Individuals and Individuals and 
Organs Organs 
Mechanism of Damage Not Fully Not Fully 
Understood Understood 
Detection & Measure- Possible with Special Possible With Special 
ment Methods Methods 
Cumulative 
Action Present Present Present 


There are, of course, a number of differences 
between ionizing radiation and toxic chemicals. The 
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most obvious, perhaps, is that the ionizing rays and 
particles cannot be detected by the senses of sight, 
smell, or touch. Ionizing radiation cannot be ‘‘col- 
lected’’ like a dust or a gas and subjected to direct 
analysis or measurement. Instead, the various rays 
must be measured indirectly by studying their effects. 
On the other hand, ionizing radiation is often an 
inherent part of a chemical substance and hence the 
behavior of the chemical influences the effects of the 
radiation. In the case of the dial painters, for example, 
the radiation injury was particularly severe in the bones 
and bone marrow, since radium, like lead and calcium, 
tends to accumulate in bone. 

A number of theories has been developed to explain 
the mechanism of tissue injury due to ionizing radiation. 
There is no reason to assume that a single explanation 
can account for all observed damage. The leading 
hypotheses assume that ionization in some of the 
chemical constituents of cells is the basis of the injury. 
This may result in disturbances in nuclear-cytoplasm 
relations, changes in permeability of cell membranes, 
production of toxic substances within the cells, changes 
in the intercellular environment, or disruption of the 
enzyme systems. Genetic effects (mutations) may occur 
if the genes of reproductive cells have been ionized. 
This may result in abnormalities in the offspring of 
affected parents. The chances that harmful ionization 
will occur increases in direct proportion to the extent 
of exposure, or dosage. 

The principal factors which enter into dosage are: 
type of radiation (alpha, beta, gamma or x-rays). The 
energy of the rays, distance and shielding, duration of 
exposure, and area radiated. The last of these factors 
must be especially emphasized. It is possible, for 
example, to apply hundreds or even thousands of 
roentgens to a small, localized area of the human 
body without causing serious radiation sickness or other 
undesirable effects. When TOTAL BODY RADIATION 
is involved, however, there may be serious effects 
from a single dose of well under 100 R. This, of course, 
would be characterized as an acute, massive exposure. 
When it comes to repeated or continuous exposure it is 
now generally agreed that doses in excess of 0.3 R. 
per week may be harmful. 


Effects and Symptoms 


This part of the discussion will be limited to brief 
consideration of the effects and symptoms of total body 
radiation. As is generally done in describing the 
effects of chemical poisons, radiation injury may be 
viewed as acute or chronic, local or general. Dosage 
and mode of entry into the body are also significant 
factors. 

Mention has already been made of the fact that 
individuals differ in their susceptibility to radiation 
injury and that there are differences in severity of 
effects on various parts of the body. Table III, taken 


from ‘Concepts of Radiological Health,’’ shows the 
relative radiosensitivity of important cells and tissues. 


Acute Exposure 


Total body radiation of 600 R. or more is likely to be 
fatal to all exposed individuals, and a single dose of 
450 R. will kill about half of those exposed. The common 
symptoms following these large doses are fever, loss of 
hair, sore throat, hemorrhage, nausea, vomiting, and 
diarrhea. This is known as acute radiation syndrome. 
Marked depression of red and white blood cells is a 
frequent finding, and burns of the skin may also occur. 

Following single exposure to doses of the order 
of 25 to 50 R. there may be nothing more than a mild 
reddening of the skin, a temporary fall in the white 
blood cells, mild nausea, and later on, loss of hair. 
With larger doses, some of the symptoms mentioned in 
the previous paragraph may be present and when the 
dose is above 200 R. there may be some fatalities. 


Chronic Exposure 


The manifestations of chronic over-exposure to 
radiation may be insidious in their onset, difficult to 
recognize, and they may be delayed for years in making 
their appearance. In fact, some of the effects may not 
appear until a subsequent generation has been born. 
The injuries most frequently described involve the 
skin, blood, and reproductive cells. Skin changes 
include atrophy, pigmentation, and impaired sensation 
as well as disturbances of the finger nails. The most 
important abnormality of the blood is a persistent 
lowering of the number of white cells. There may be, 
in addition, a relative lymphcytosis and an increase 
in size of the red blood cells. The increased frequency 
of leukemia in radiologists has already been mentioned. 

There is increasing evidence that the embryo may 
be particularly susceptible to the effects of ionizing 
radiation and it appears that, in humans, the second 
to sixth weeks of gestation is the period during which 
the most serious injury will occur. Single or repeated 
doses of 25 R. or even less, when applied to pregnant 
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women, may produce congenital abnormalities in the 


fetus. While over-exposure of the ovaries or testes may 
produce temporary or permanent sterility (inability to 
become pregnant or produce pregnancy) there is as 
yet no evidence of any effect on potency (ability to 
perform the sexual act). 


TABLE III 
RELATIVE RADIOSENSITIVITY OF VARIOUS CELLS AND TISSUES 


A. Highly radiosensitive (cells seriously injured or killed by doses 
of 600 R or less) 
Lymphocytes 
Bone marrow cells 
Sexual cells (testicle and ovary) 


B. Moderately radiosensitive (cells seriously injured or killed by 
doses of 600 R to 3,000 R) 
Salivary glands 
Epithelium of skin 
Endothelium lining blood vessels 
Bone (growing) 
Epithelium of stomach and intestine 
Connective tissue 
Elastic tissue 


C. Radioresistant (cells show little damage unless dose exceeds 
3,000 R) 
Kidney 
Liver 
Thyroid, pancreas, pituitary, adrenal, and parathyroid glands 
Bone (mature) 
Cartilage 
Brain and other nervous tissue 


Medical Control 


Any adequate industrial hygiene program includes 
both medical and engineering control procedures. 
Medical control, of course, embraces those preventive 
measures which are directed to the individual rather 
than to the environment. The objective is to keep the 
exposure to an absolute minimum and in any event 
below the maximum permissible dose of 0.3 R per week. 
The unavoidable and universal background radiation 
from cosmic rays and other sources must always be 
taken into consideration. As the surface of the earth 
becomes further contaminated with radio-active fall- 
out products, this, too, may become significant. Finally, 
the widespread use of x-rays in medical practice may 
add materially to the over-all exposure of the popu- 
lation. 


Specific Control Procedures. Perhaps the most 
important of all is education. All persons whose 
occupational activities bring them in contact with 
ionizing radiation should be informed of the existence 
and the nature of the potential hazard. This is essential 
if they are to be expected to co-operate fully in any 
control program. Through proper education, blissful 
ignorance or blind fear can be converted into a healthy 
respect. 

As in any industrial hygiene program, a system of 
preplacement and periodic medical examinations is 
important. An important part of the pre-placement 
examination is a careful inquiry into previous exposure 
to ionizing radiation. Job applicants who have already 
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had the maximum safe life-time exposure should not be 
subjected to any additional radiation. Severe or even 
moderate anemia, or other abnormalities of the blood, 
should be fully evaluated before exposure to radiation 
is permitted. Particular care must be exercised in the 
employment of young married women so that exposure 
during the critical 2 to 6 week period of pregnancy can 
be avoided. 

Methods for detecting the very early effects of 
ionizing radiation through periodic examinations are 
not entirely satisfactory. There may be some value 
in routine blood counts, but it is more likely that the 
earliest changes are of such a subtle nature that careful 
examination by an experienced hematologist would be 
required to detect them. For lack of a better test, blood 
counts are frequently done with particular notice 
taken cf the white cells. Increase in the average size 
of the red blood cells has been observed following 
overdoses of radiation but further experience is needed 
before this test can be properly evaluated. In the 
absence of any test that is entirely satisfactory, reliance 
for protection must be placed on the use of film badges, 
pocket dosimeters and similar personal protective 
devices. 

When a radiation hazard is produced by radio- 
active materials that can gain access to the body 
through inhalation or swallowing, it is sometimes 
possible to measure the accumulated intake with a 
disintegration counter. In the case of radium, for 
example, the amount of radon gas in the expired air can 
be measured and from the readings the amount of 
absorbed radium can be calculated. This procedure 
may be useful as part of a periodic examination to 
control the amount of radioactive material that has 
been absorbed. Disintegration counts over various 
parts of the body may also be useful if the absorbed 
material is a gamma or possibly a beta emitter. In some 
instances, radioactivity of urinary components can be 
measured as an indicator of absorbed radioactive 
substances. 

In view of the fact that there are still serious limi- 
tations in existing knowledge of medical control proce- 
dures, correspondingly greater reliance must be 
placed on the engineering measures. F ortunately, these 
are very well understood. 
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Doris M. Thompson 
Division of Personnel Administration National Industrial Conference Board 


Two and one-half years ago, six industrial firms? in 
New Haven, Connecticut, agreed on a co-operative plan 
for medical services in their respective plants. The 
project was co-operative in several respects: the 
companies would share the expenses of a doctor to set 
up and administer the medical programs of each of the 
six firms; these companies would buy certain pieces of 
medical equipment for their joint use; and there would 
be inter-company reciprocity in utilizing medical 
facilities should the need arise. 

The plan, known as the New Haven Small Plant 
Medical Program, was started with some degree of 
speculation as to the ultimate success of the venture, 
despite the companies’ belief that their plants needed 
better medical facilities. But already, even at this early 
stage of the program’s development, there is factual 
evidence of its value, and the company managements 
have overcome any doubts that may have existed. 


EVIDENCE OF 
ACCOMPLISHMENTS 


The participating companies provide significant 
figures to indicate that the plan has brought savings in 
lost time ——- both from occupational and nonoccupational 
causes —— and a sizable reduction in workmen's compen- 
sation and other insurance costs. For example, one firm 
which has an employee health insurance plan that starts 
payments on the first day of absence due to illness is 
experiencing a considerable decrease in one-and two- 
day absence claims. This decrease can be seen when 
the company’s over-all medical care expenses for the 
past three years are examined. Figures for all three 


" ‘Reprinted from California’s Health Vol. 15, No. 8, Oct. 15, 1957. 


+EDITOR’S NOTE: Company names have been deleted from the 
original text. Detailed information may be obtained by writing 
Management Record, The Corference Board, 460 Park Avenue, 
New York 22, New York. 


years cover the costs of the health insurance plan, 
workmen’s compensation and all medical services. 
However, in 1954, the medical service category included 
only first-aid costs at the plant and the services of out-side 
doctors for preplacement examinations. In contrast, 
the 1955 and 1956 medical service figures include the 
cost of the newly established in-plant medical plan, 
with its full-time nurse and its part-time doctor. Here are 
the cost figures: 


Annual 
Year medical expenses 
34,386.72 


In other words, the savings effected in health insur- 
ance and workmen’s compensation costs, as a result 
of having in-plant medical services, far exceed the cost 
of instituting these services. And these figures cover 
only the first two years the plan has been in existence. 

Savings in lost time due to sickness and injury for 
this same company are shown in the chart. These data 
represent sickness and accident records in the com- 
pany’s operating department for a three-year period, 
which includes the year before the co-operative plan 
was initiated. Except for a seasonal fluctuation when 
respiratory ailments were frequent, there has been a 
steady decrease in lost time as the following figures 
show: 


Total no. of Average man- 

men off per hours lost per 

day for month due to 
Year injuries injuries 
1956.................. 2.6 7,631 


The injury frequency rate for this operating department 
dropped from 17.64 in 1955 to 5.71 in 1956. And the 
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average days lost per injury in 1955 were 12 compared 
to 4 in 1956. 


EXPERIENCES OF OTHER PARTICIPANTS 


Another firm participating in the Small Plant 
Medical Program reduced its lost days due to injuries 
from 89 to 0 in 1956. (See Table 1.) It is true that 


TABLE 1. DECREASE IN ONE PLANT’S LOST 
TIME FROM INJURIES — 
t 
Number Total Average Total idan 
of cases days days lost man-hours hours 
Year treated lost per injury lost in year 
1953... 820 89 .108 712 580,917 
1954... 529 61 By. 488 419,996 
1955... 522 2 .0038 16 358,838 
1956... 616 0 0 0 380,668 


working hours were greater in 1953 than in 1956, due to 
more overtime. But a study of the figures shows that in 
1955, when the new medical service was in operation, 
the drop in time lost from injuries was still significant, 
even considering the rather large drop in total working 
hours. But what is more significant is the 1956 decrease 
to zero in man-hours lost for injuries, despite an increase 
over 1955 in hours worked. 

A third company participating in the medical plan 
also has experienced a decrease in injuries and lost 
time in the past two years, as is shown in the following 
tabulation: 


Accident cases Lost work 
Total number treated by Lost-time days due to 
Year of accidents doctor accidents injuries 
ae 46 38 8 398 
ee 34 31 1 3 


Still another company says it has had no lost-time 
injuries in the past 18 months 


INSURANCE CARRIERS’ REACTIONS 


The improvement in the fifth firm’s accident and 
health records is cited in the following letter written 
to the company by its workmen's compensation insur- 
ance carrier in the summer of 1956. It reads: 


“Your accident experience improved appreciably 
during the current policy year. The frequency for 
the previous year was 16.6 lost-time accidents per 
million man-hours worked as compared with 0.0 
frequency for the past nine months. This improve- 
ment can be attributed in a large degree to increased 
interests in safety by line personnel, and to the 
improved medical program that not only resulted 
in better treatments for injuries as well as more 
effective health counselling, but also was the means 
of creating an awareness of accident potentials by 
providing good accident statistics and summaries to 
key people regularly.” 


The sixth company’s record showed such an improve- 
ment after two years of participation in the co-operative 
medical program that its insurance company rebated 
39.5 percent, or $4,800, of the premium paid for 1956. 


FURTHER BENEFITS 


The above figures pertain, primarily, to the com- 
panies’ savings in lost time and insurance costs. The 
managements of these companies are also enthusiastic 
about other health and time-saving aspects of the 
program. Foremen are pleased, for example, that 
employees can be treated on the premises for minor 
occupational injuries and on-the-job illnesses that 
might otherwise cause many hours of absence. In the 
past, employees were inclined to go home when they 
became indisposed on the job, and frequently they 
remained at home the following day. Now they report 
to the medical department, and if the indisposition is not 
serious they are given medication and advised to rest 
on the dispensary cot for an hour or two. Thus, the 
individual in most instances is soon able to return to his 


job. 


Various other benefits commonly attributed to the 
preventive medicine approach are also being realized 
by these companies. Among these is the early detection 
of physical ailments, with subsequent referrals of these 
employees to their family doctors for treatment. Another 
benefit results from the company doctor’s practice of 
referring employees to their family doctors for treatment 
of conditions that cause frequent absences. In many 
cases, after the condition is treated, the frequent 
absenteeism of these employees ceases. 

Then, too, the medical director of the co-operative 
plan is making a special effort to reduce the lost time of 
the chronic ‘‘sick complainers’’ who often miss a day or 
two every few weeks. In some of these cases, the doctor 
finds mental therapy is helpful. 
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HISTORY OF THE PLAN 


The Small Plant Medical Program was initiated by 
the manufacturers division of the New Haven Chamber 
of Commerce at the suggestion of the Connecticut State 
Bureau of Industrial Hygiene. This bureau is interested 
in helping stimulate small plants to provide in-plant 
health programs. The chamber of commerce originally 
approached about a dozen firms in the New Haven 
area to discuss the idea of a co-operative plan. Asa 
result, six companies! decided to initiate a plan modeled 
after the Hartford Small Plant Group Medical Service— 
another Connecticut co-operative venture for small 
companies, which was founded in 1946." 


It was agreed that the member companies would 
share the expenses for the services of one doctor, each 
paying according to the amount of time devoted to that 
company’s individual needs. The intercompany reci- 
procity feature of the plan is the willingness of each 
participating firm to permit its medical facilities to be 
used by another member in case of emergency. For 
example, if the doctor is in attendance at Company A, 
and an employee of Company B is injured so badly as 
to require his attention (instead of a nurse), the employee 
may be brought to the doctor in Company A's dispen- 
sary. Or, if the employee is injured too badly to be 
moved before medical examination, the doctor can be 
“borrowed’’ from Company A to make the emergency 
call. Occasionally, another company’s dispensary 
may even be used for the preplacement examination 
of a plant's job applicant. Such a situation might arise 
if an employer is eager to put a new employee on a job 
but must await the doctor’s medical recommendation 
as to the individual's job placement. Then the new 
employee (or applicant) may be sent to the plant where 
the doctor is located at the time. 


GETTING THE PLAN STARTED 


For four companies, the initiation of the co-operative 
medical plan meant starting from minimum services 
provided by first-aid medical kits located throughout 
the plants. Only one company already had a nurse 
and a dispensary. Another was using the Visiting Nurse 
Service and had facilities for administering first aid. 


However, adoption of the medical: plan did not 
entail costly installation of dispensaries. On the con- 
trary, the physical layouts and equipment have been 
kept toa minimum. This has been done partly because 
of the experimental nature of the program and the 
original questioning attitudes of the employers con- 
cerning its chance for success. Also, everyone actively 
concerned with the venture has been determined to 
keep expenses as low as possible to prove that a worth- 
while medical program need not be too costly a project 
for small companies. These people feared that if the 
program became too costly, it might get behind the 
familiar eight ball before it could stand on its own 
merits. 


PHYSICAL LAYOUT 


Space for medical quarters is still at a premium in 
most of the firms; many of the dispensaries have had or 
are having growing pains. Merely to obtain some kind 
of medical quarters was, in several cases, quite an 
undertaking because of space limitations. At one com- 
pany, for example, the medical unit started functioning 
in what had been a 13- by 5-foot first-aid room. Later, 
the dispensary was moved to an infrequently used 7- 
by 18-foot mimeograph room in another section of the 
factory. 


Storeroom space was commandeered for another 
company’s two-room dispensary. Prior to that, a first-aid 
kit had been located in the office of the safety director. 


In other firms, a small section of the shipping depart- 
ment became the dispensary; a lavatory was requisi- 
tioned and renovated, providing medical quarters; 
space was lopped off the general office area for the dis- 
pensary. 


EQUIPMENT 


In several instances, ingenious makeshift devices 
are successfully substituting for more expensive medical 
equipment—another means of keeping costs within a 
small company’s budget. An example of this is one 
company’s use of an airfoam mattress on top of two 
kitchen tables for its examining table. And instead of 
buying mechanical air pressure apparatus, two com- 
panies have hooked up their plants’ regular air pressure 
lines to their medical departments and use reducing 
valves to lessen the air pressure so it can be used to 
operate hand vaporizer attachments for the treatment of 
upper respiratory conditions. Another improvisation is 
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a discarded beauty shop hair drier rigged up to serve 
as a steam vaporizer. 

Medical equipment which is owned by the group 
includes some portable machines—for example, an 
audiometer for testing hearing and a visual testing 
machine.* The manufacturers division of the chamber 
of commerce is designated as custodian of such equip- 
ment although it is always at one of the companies’ 
dispensaries. The reason for this is to avoid confusion 
should the group enterprise have to come to an end. 


THE DOCTOR'S SCHEDULE 


The doctor's regularly scheduled plant hours are in 
the first half of the day (see Table 2).' 


TABLE 2. THE DOCTOR'S SCHEDULE 


Hours Monday Tuesday Wednesday Thursday Friday 
8- 9am..... Company A Company B Company A Company B Company A 
9-10 a.m.....Company B Company F Company F Company F Company C 
10-11 a.m.....Company C Company C Company C Company C 
11-12 m......Company D Company G* Company E Company H* 
12- 1 p.m. ...Company 
1- 5p.m.... Special overtime duties at all companies. 


The original agreement between the companies and 
the doctor guarantees payment for these scheduled 
hours. The doctor is permitted to take on private prac- 
tice patients if he wishes, but he must also be available, 
at an additional charge, for other company calls upon 
his services.° 

When this schedule was set up, everyone concerned 
believed there would be considerably more call for 
the doctor, but no one could anticipate how great this 
demand would be. Actually, what has happened is 
extensive use of the doctor’s afternoons. Special 
preplacement examinations as well as the many in- 
creasing duties involved in the maintenance of the 
health program are filling the doctor's time. 

Among these additional services, for example, are 
voluntary periodic physical examinations that are 
offered to employees on an annual or biannual basis 
(depending upon the physical condition of the indi- 
vidual); immunization shots for influenza and polio- 
myelitis; diabetic screening; testing for visual acuity 
and hearing; chest X-rays of employees (arranged by 
the doctor and the city health department which has a 
mobile X-ray unit); and medical counselling services to 
employees. In addition, at one company where field 
employees ofien work in undeveloped community areas, 
poison ivy immunization shots are available. 

Along with these various duties, of course, the doctor 
carries on his regular services of treating occupational 
injuries of employees, consulting with supervisors 
regarding job placements, offering advisory assistance 
in safety programs, studying medical records to 
determine needs for follow-up examinations of em- 
ployees, preparing medical reports for management, etc. 

*Companies G and H are two “try-out’’ firms that are at present 
considering the advisability of becoming full participants in the plan 
under a proposed expansion. And if more companies are signed up as 


permanent members, arrangements will be made to provide an 
assistant to the doctor. 
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Another phase of the service extended to employees 
by the doctor or nurse is administration of prescribed 
therapy upon the request of the employee's own doctor. 
Insulin shots for diabetes are an example of service 
sometimes requested by private doctors. 


NURSING PERSONNEL 


Even after the plan was started, not all companies 
took on full-time nurses. Two companies, for example, 
shared a nurse in the beginning. (Each company used 
the nurse for half a day.) Now both these firms have 
full-time nurses. 

A third company, which had used the Visiting 
Nurse Service before joining the small plant group, 
continued this arrangement for the first year of the plan; 
then it started its present procedure of having a nurse 
half days. 

One company already had a full-time nurse when 
the joint plan was instituted, but it had no in-plant 
doctor supervision of the medical service. And another 
company took on a full-time nurse when it established 
its medical service. . 

The sixth participant does not have a nurse; but a 
male first-aid attendant is always available. This 
attendant keeps a medical log for the doctor and takes 
care of emergencies until the physician can be reached. 


PREPARING THE PLANT PERSONNEL 


After the companies agreed to have in-plant medical 
facilities and arranged for their institution, they issued 
memorandums to their employees explaining the medical 


service and the reasons for it. The matter also was 
thoroughly explained to supervisors at some of the 
monthly safety meetings. 
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ADMINISTRATION OF THE PLAN 


Each member of the New Haven Small Plant 
Medical Plan has one individual, the co-ordinator, who 
is responsible for the program’s business adminis- 
tration. In five companies the co-ordinator is the 


company’s personnel manager. In the sixth, he is the 
safety engineer. It is to the co-ordinator in each com- 
pany that the doctor reports. 


» The manager of the manufacturers’ division of the 
chamber of commerce is the entrepreneur for the group. 
He arranges for the business meetings of the co- 
ordinators, draws up the contracts between the com- 
panies, and between the companies and doctor, and 
decides upon the doctor's proposed purchases of special 
medical equipment for the group. 

The co-ordinators and the chamber of commerce 
representative have yearly meetings (more often if 
necessary) in order to discuss the business details of the 
program, draw up a new contract guaranteeing each 
member’s support of the plan for another year, and talk 
over any problems that may have arisen. 


HOW PAYMENT IS MADE 


The contract between companies provides for the 
payment of fees to the doctor as follows: 
“The medical consultant shall bill each company 
for its share of said fee on a monthly basis for the 
regularly scheduled hours and such excess hours 
performed during the month. Each company shall 
honor such bill and forward payment to the medical 
consultant not later than 10 days following receipt 
of the bill. All pay and fee relationships will be 
handled on an individual basis by each company in 
accordance with its selected method of payment.” 


PROBLEMS ENCOUNTERED 


Problems encountered during the development of 
the plan have been few. One, which was anticipated, 
and to a great extent alleviated, was a certain amount 


of questioning on the part of some community doctors 
as to the necessity for such a plan—a situation not 
uncommon in industrial medicine. In an attempt to 
prevent misunderstanding, representatives of the cham- 
ber of commerce and the Connecticut Bureau of 
Industrial Hygiene met with the local medical society 
before the plan was initiated to explain it to the group. 
The doctor chosen to be director of the plan also met 
with the medical society and explained the preventive 
aspect of the program. 

Some question may still exist on the part of a few 
doctors as to the value of the plan, but, on the whole, 
backers of the medical plan say the medical practi- 
tioners are beginning to realize that a program of this 
kind is likely to stimulate people to visit their own 
doctors." 


Another initial problem was to gain the confidence 
of employees, some of whom at first feared that intro- 
duction of a medical program might mean the weeding 
out of employees suffering from certain infirmities. 
Patience and diplomacy on the part of the doctor and 
nurses, plus management's assurances that the program 
was provided to keep people on their jobs rather than 
to dismiss them, soon overcame that obstacle. 


References 


1. Because one of the original founders reduced its work force to a 
skeleton crew, it withdrew from the plan. But the group still 
includes six members because another firm joined at the end of 
the plan's first year of operation. 

. See ‘Co-operative Medical Programs—A New Solution for Small 
Companies,’ Studies in Personnel Policy, No. 137. 

. Since the group's original purchase of the audiometer, one com- 
pany has purchased a machine for its exclusive use. 

. The doctor has provided standing orders for each company nurse 
to follow when he is on duty at another plant. 

. The doctor who contracted to take on this assignment had 
personal reasons for moving to New Haven and was, accordingly, 
willing to assume the position as medical director of the plan 
without an initial guarantee for full-time use of his services. 
However, had more than six companies signed up for the project, 
this guarantee could have been made in the beginning. 

6. Increased calls on private-practice doctors result from the 

company doctor's referrals and from greater health consciousness 
on the part of the employees. 
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THE DUKE STUDY 
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W. H. Cruickshank, M.D. 
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WW TQ Vice President and General Manager Magy 
The Bell Telephone Company of Canada 


On July 8th 1956, three and a half years after the 
idea was put forward, some 280 conferees, literally 
from all parts of the world, left Paddington Station, 
London, England, bound for Oxford to take part in the 
Duke of Edinburgh’s Study Conference on Human 
Problems of Industrial Communities. 

Having seen many industrial communities in almost 
every part of the Commonwealth, His Royal Highness 
had been impressed by the contrasts he observed. 
He found, of course, that a mine was a mine, and a 
factory was a factory no matter what part of the world it 
was in. He did, however, observe marked differences in 
the atmosphere from place to place. He found that some 
industrial communities were happy places, others were 
depressing, some were beautiful, others grotesque. 
Some were planned, others had just ‘‘growed’’. 

As a result of these very general observations and 
experiences, which by the way, few, if any, have had 
the opportunity to duplicate, he saw possible advantages 
in getting people together from various parts of the 
Commonwealth to pool their experience. 

He asked several interested groups to give consider- 
ation to a theme for such a get-together. The Industrial 
Welfare Society of London suggested a conference on 
“The Human Problems of Industrial Communities’’, 
which was accepted. 

There were one or two important reasons for selecting 
this theme. The recent increase in efforts on the part of 
industry to understand and improve human relation- 
ships within the plant, has made it clear that a complete 
answer is not to be found within the four walls of the 
factory. Then it has been observed that the motives for 
work, the satisfaction of those engaged in it, the accept- 
ance of discipline and leadership, are profoundly 


*Presented at the Toronto Industrial Physicians’ and Nurses’ 
Dinner, Oct. 18, 1957. 

+Reprinted from The News Letter, a monthly publication of the 
Division of Industrial Hygiene, Ontario, Department of Health, 
Toronto 2, Ontario. 
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influenced by social and political traditions, by the 
pattern of family and community life, by the values, 
fears and aspirations of the individual and of social 
groups. In other words, industrial and social life have 
been found to be inseparable at every point and, there- 
fore, it was considered that they could only be studied 
intelligently as a single whole. 

It also appeared that uppermost in the Duke’s mind 
was the desire to explore just how far industrialization 
was producing a worth-while civilization for the average 
man and woman. 

I think it is true that all have observed the material 
benefits of industrial developments. All are, however, 
by no means sure that industrial development is always 
an unmixed blessing. 

One other consideration had an important bearing 
on the desire to get people from all parts of the Common- 
wealth together. To-day within the Commonwealth and 
Empire there are communities at all stages of industrial 
development. Some are feeling the first clash of new 
techniques against the older ways of life, work and 
belief. There was a desire to see if any of the experiences 
of the older industrial communities in the British Isles 
could help those with less experience and, indeed, vice 
versa. The decision to go ahead with “The Great 
Experiment’’ was taken in 1953 and a Conference 
Council of prominent industrialists and trade union 
leaders was formed immediately. 

I am one who feels that a great deal of the success of 
the Conference was due to its Royal sponsorship and 
also to the very able personal leadership of His Royal 
Highness. This conviction is based on the findings 
that His Royal Highness presided at all meetings of the 
Conference Council, involved himself in all major 
decisions, prepared and delivered an inspiring opening 
address and I think spent the best part of seven days at 
the conference itself. All members of the conference 
were impressed with his great intelligence, his keen 
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powers of observation, his natural charm and his 
obviously unselfish dedication to the solution of human 
problems within the Commonwealth and Empire. One 
important decision which I think was directly attrib- 
utable to him was the decision to have a “study” 
rather than a “‘telling’’ conference—a principle which 
was adhered to rigidly. 


To attempt to summarize the conference would be 
impossible in the space available but there are some 
aspects of its organization which were unique and which 
I would just like to mention under a few general 
headings. 


1. Background Papers 

2. Selection of Conference Members 
3. Plenary Sessions 

4. Study Tours and Group Discussion 


Background Papers. The background papers had 
two main objectives. First, to provide in advance of 
the conference some raw material for discussion and 
thus to gain time for personal exchange of views and 
practical study when the members came together in 
July. Second, to stimulate thought on some of the 
fundamental issues which lie before the conference, in 
fact before the industrial world, and to provide some 
special illustrations of them from the different parts of 
the Commonwealth and Empire. These papers were not 
intended as working documents of the conference but 
rather as a source of facts and thoughts on which 
members could draw during all the discussions and the 
study tours. The twenty-three papers which were 
prepared were contributed independently from many 
parts of the world. No attempt to impose a common line 
of thought was made. They did not even represent the 
policies of companies, trade unions, governments, 
universities or any other organization with which the 
writer may have been identified. 

The background papers, in general, emphasized the 
inter-dependence of work and social life under six 
rather general headings: 


. Problems of industrialization 
. Work and motivation 

. Management and leadership 
. Worker and trade unionist 

. Education 

. Values 


The first and much the largest group of background 
papers dealt with the impact of industrialization from 
the social, economic, political and aesthetic points of 
view. They dealt with such things as the changes in 
personal loyalties and leadership resulting from the 
transition from a rural and tribal society to the indus- 
trial town. One dealt with the sense of liberation felt by 
the women of India as they are drawn into the widening 
opportunities of industrial life. Another dealt with the 
problems of employment of adolescent girls in Britain. 


Others discussed how the emancipation of women 
through industrialization was, in fact, being used. 

The problems of the one-industry town where 
thousands of workers are set down on a site remote 
from established community life were considered. In 
this setting how does one develop a community of 
citizens and not merely an aggregation of employees? 

The aesthetic implications of the factory town were 
also dealt with. The direct effect of the physical evidence 
of industrialization on the human spirit of the British 
people was clearly portrayed by Sir High Casson. Can 
the industry which mars the landscape of the community 
in fact enjoy good public relations in that community? 

The economic and scientific problems encountered 
in the transition from an agricultural to an industrial 
economy were the subject of two papers. The effect 
of the transition from a subsistence economy, its shaky 
security dependent on production from a plot of land, 
to the richer exchange economy where security must 
be socially planned was the subject of yet another 
provocative paper. 


The next group of papers were on work and moti- 
vation. These provided much food for thought and 
drew attention to the inseparability of work and com- 
munity life in the primitive society. They drew attention 
also to the changes which are inevitable following the 
introduction of a money economy with industrialization 
and we were brought right up to date with a summary 
of the problems of motivation in the fully industrialized 
society. 

In one paper ‘‘The Will to Work’’, an attempt was 
made to summarize some of the findings of modern 
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psychology. This was supplemented by a field study on 
incentives among African workers. 

There was also a paper containing a critical 
evaluation of the social attitude to work and production 
in the fully industrial community. 

The next group of papers was on management in 
industry and pointed out, of course, that industrial 
management constitutes a problem which is largely 
new to human civilization—that to organize hundreds, 
or thousands, of human beings into a single enterprise 
without the use of slavery is a brand new skill. 

Because of the variety of conditions there were no 
papers recommending specific management techniques. 
There was one paper on the contribution of the social 
sciences to the development of management, and the 
importance of management training as part of overail 
management development was emphasized again and 
again. 

The next group of papers could be placed under 
the heading of ‘Worker and Trade Unionist’. One 


paper discussed the organization of Malayan plantation 
workers, another the aspiration of the West African 
mine-worker. All referred to the problems of introducing 
the trade union movement to an industrial society. 


There was only one paper on the general subject of 
education and it concentrated on the choice of prior- 
ities in education. It thoughtfully emphasized that, when 
resources of men and money are scarce, the need to 
consider the optimum effort and expenditure of all 
phases of education including primary, secondary, 
technical, University and adult education is paramount. 

The last group of papers was on values. They 
concentrated in some instances on very fundamental 
issues. Are we correct in placing production in the 
centre of our social values? They threw pretty fast 
curves at some of the production goods of our western 
civilization. One paper became even more fundamental 
and asked such questions as ‘‘Can human beings, seen 
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as a biologist sees them, adapt to the stresses, the pace 
and the crowding of concentrated industrial life?’’ 
The moral and religious foundations of industrial 
societies came in for a good deal of consideration both 
in the background papers and in the plenary sessions. 
The impact of scientific thought on religious convic- 
tions was mentioned as a potential danger signal in all 
of our industrial communities. The essential dignity 
of man, be he worker or management, was a central 
theme of the entire conference. 

These papers raised many problems. On the one 
hand they left no doubt that industrialization represents 
a vast extension of man’s power over nature by which 
he can emancipate himself from many of the limitations 
of animal life. He should be able thus to devote more 
and more of his energies to pursuits of which he alone 
is capable. The papers, however, raised again, and 
again, the question, “Are we in fact achieving the 
result?”’ 

In summary, the background papers were of high 
calibre, achieved the objective which prompted their 
preparation and provided a very clever method of 
getting the members into the conference mood. 


Selection of Conference Members — There were 
280 conference members distributed as follows: 


United Kingdom 90 New Zealand 10 
Canada 30 Ceylon 6 
Australia 25 Malaya and Far East 14 


India 25 Caribbean Area 13 
Union of South Africa 18 West Africa ll 
Federation of Rhodesia 12 East Africa 7 
Pakistan 12 Oceanic Area 7 


Conferees were expected to be in the age group 
25-45 and, in the main, this age requirement was 
adhered to. Approximately one third of the conference 
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members were trade union members, officers or offi- 
cials. The management representatives included 
chairmen, managing directors, managers and pro- 
prietors. An important point was that all conference 
members were actively engaged in industrial manage- 
ment or in trade union work. Delegates were supposed 
to be men and women who had shown a marked sense 
of responsibility in their jobs, so far. They were sup- 
posed to be people who, because of age, still have a 
chance of making a contribution to working and living. 
I was in general very impressed with the work of the 
Selection Committees. Of the Conference members I 
had the pleasure of meeting, all demonstrated great 
sense of responsibility, and their evident interest in 
human affairs was quite remarkable. I was particularly 


proud of the Canadian delegation. 
The conference members were divided into 20 


groups. You might be interested in the composition of 
group ‘‘L’’, the one to which I was assigned: 


Group Chairman: 

Mrs. I. Calvert, 
Director, 

Ulster Weaving Co. Ltd. 


Mr. E. A. P. Bircher, 
Works Study Engineer, 
United Glass Bottle 
Manufacturers Ltd., 
London, England. 


Dr. W. H. Cruickshank, 
Director of Public Relations, 
The Bell Telephone Co. 

of Canada, 

Montreal, Que., Canada. 


Mr. P. Howard, 

Managing Director, 

The London & Blantyre Co. Ltd., 
General Traders, 

Blantyre, Nyasaland. 


Mr. W. J. Hurran, 

Exec. Director for Overseas 
Subsidiary Companies, 
Glaxo Laboratories Ltd., 
Greenford, 

Middlesex, England. 


Mr. T. S. Jinasena, 
Managing Proprietor, 
Jinasena & Co. (Engineering), 
Colombo, Ceylon. 


Mr. M. Kangan, 

Personnel Controller, 

Dept. of Labour and National 
Service, 

Victoria, Australia. 


Mr. J. Lawton, 

Branch Sec. Post Office 
Engineering Union, 

Technical Officer, 

Post Office Engineering Depart- 


ment, Halifax, Yorkshire, England. 


Mr. F. S. Cooke, 

Member of the United 
Steelworkers of America, 
Hamilton, Ontario, Canada. 


Mr. J. S. McAlpine, 

Chairman of Directors & Managing 
Director, 

McAlpine Refrigeration Ltd., 
Auckland, New Zealand. 


Mr. E. A. Mettle Nunoo, 
Grand Secretary, 

National Bldg. & Construction 
Workers Union, 

Accra, Gold Coast. 


Mr. L. B. Siew, 

Manager, 

Sarawak United Sawmills Ltd., 
Sibu, Sarawak. 


Mr. P. M. Thomas, D.S.O., T.D., 
Joint Managing Director, 
William Beardmore & Co. Ltd., 
(Heavy Engineering) 

Glasgow, Scotland. 


Mr. G. A. Wood, 

Member of the Assoc. Engineering 
& Shipbuilding Draughtsmen, 
Design Draughtsmen, Bristol Aero 
Engines Ltd., 

Bristol, England. 


Group Secretary, 

Miss C. Biggs, 

English Electric Co. Ltd., 
London, England. 


Now for the conference itself. It was divided roughly 
into three parts: What I shall call the warm-up, e.g., 
the opening and plenary sessions, which lasted four 
days; the study tours, which lasted nine days; and the 
summing up, which lasted five days. 


During the opening days at Oxford there were a 
number of plenary sessions in which speakers, all of 
them engaged in practical administration in Britain, 
introduced some of the principal talking points of the 
conference. They included: 

Sir John Maud, 


Permanent Secretary to the Ministry of Fuel and Power, 
Speaking on the “Impact of Industrialization”’; 


Lord Citrine, 
Chairman of the Central Electricity Authority, 
on the ‘Varying Pattern of Industry”; 


Mr. J. M. Campbell, 
Chairman of Booker Bros. Ltd., 
on ‘“‘Why Does Man Work”; 


Sir Alfred Roberts, 
Trade Union member of I.L.O., 
on the same subject. 


These and other general topics were provocative, 
sometimes heretical, always stimulating and objective. 
The conference was planned to encourage and 
provide for the full participation of every member. 
This was the reason for dividing the membership into 
20 groups of 14 members under a group chairman. These 


were the working units of the conference throughout 
the entire three weeks. 


As implied, the main themes of the conference fell 
roughly into two divisions; (1) the problems of human 
relations inside industrial units, and (2) the problems 
of relations between industry and the community as 
a whole. This broad division was appropriately sub- 
divided under seven main headings for purposes of 
group observation, group discussion and reporting as 
follows: 


1. Satisfaction at work 

. Organization and relationships at work 
. Education and training 

. Security of employment 

. Housing and travel 

Industry and the community 

Social values and ideals 


wD 


On Thursday, July 12th, the group set out on study 
tours to observe various aspects of industry and life in 
industrial communities under the broad headings listed 
above. These study tours were masterpieces of organ- 
ization. Communities in all parts of England and 
Scotland played host to one or more groups. The city 
of London played host to all groups at some stage of the 
study tour. 


All groups while on tour had one major assignment 
but in addition all had an opportunity to observe various 
phases of industrial life. 

One group studied satisfactions at work in Bristol, 
another studied family firms in Bradford. Working 
conditions were considered in Newcastle while promo- 
tion and incentives were looked at in Leeds. At Liver- 
pool security of employment of stevedores and dock 
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workers was the main interest, while the group that 
went to Southampton paid particular attention to 
tradition and change and so on. 

The group I was in studied housing, town planning 
and travel as its main theme at London, Harlow and 
Birmingham. We also studied community welfare 
services and spent some time on Industrial organization 
including personnel services. We studied the personnel 
implications of the transition from tram to bus operation 
at the London Transport Authority. We studied mass 
production techniques and problems at the great 
Austin motor factory in Birmingham. We also looked 
at the one-man plants in the now disappearing gun 
trade. We spent a lot of time on the problem of geri- 
atrics in and around Birmingham. 

All groups had the responsibility of preparing a 
report summarizing observations on their main theme. 
There were no holds barred in the preparation of these 
reports, which took place after much organized group 
discussion during the final week. 

Also, during the final week we were privileged to 
hear a series of papers under the general heading ‘The 
Overseas Viewpoint’’. 

Mr. J. R. D. Tata, chairman of the Tata group in 
India, spoke on the ‘‘Industrialization of a Predominantly 
Rural Society’. 

Mr. W. J. Bennett, our atomic energy scientist, 
portrayed the Canadian scene under the heading ‘The 
Effects of Technical Change on People”’. 

Mr. Oppenheimer from South Africa gave a daring 
appraisal of the political problems of his country under 
the heading ‘Problems of a Multi-racial Society.” A 
paper “The Future Responsibility of Trade Unions” 
was contributed from Australia, and the ‘‘New Indus- 
trial Community of West Africa’’ was described by Mr. 
Gardner. 

Sir Phillip Morris, Vice-Chancellor of the University 
of Bristol, provided a brilliant day-long extemporaneous 
sum-up of the conference the like of which I think none 
of us had experienced before. 

What did the conference achieve? 

There were no conclusions and no recommendations 
even permitted so that it goes without saying that no 
direct action whatever will result. Yet I feel “The 
Experiment’’ was an overwhelming success though I 


ATROPHY 


Rest is not a universal panacea for fatigue, even 
among aging persons. In many cases, activity is a 
better remedy, especially when the fatigue results from 
“atrophy of disuse.’’ In the absence of specific disease 
as a cause of fatigue, it arises in older persons from the 
normal physiological processes of aging which reduce 
the body's endurance; from loss of incentive, motivation 
and interest; from a decline of glandular activity, and 
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will have difficulty in telling you why. I have put down 
just a few thoughts on this subject which I expect to 
add to and possibly modify as time goes on. 


1. Most of the benefit that could result would natu- 
rally be related to its effect on the people who had the 
privilege of attending. In this connection all went 
home from the conference feeling that their overall 
experience had been greatly enlarged, and that this 
would undoubtedly be of great assistance in making 
decisions when and if they are called upon to do so. 


2. We seldom fully realize the value to one’s per- 
spective of being a spectator rather than a player upon 
occasion. I left Birmingham, for example, after just 
five days there, feeling that I knew more about some 
aspects of its administration and culture than I know 
about any Canadian city. The conference assisted us to 
be professional spectators. It seems to me that those 
who have leadership responsibilities should be given 
this opportunity upon occasion. 


3. To sit down with contemporaries from many 
lands and from both sides of the labour-management 
fence, has a powerful effect on one’s prejudices. Under 
these conditions one learnt very quickly that a decision 
made by a management person in Canada might not 
only be unacceptable to a labour person in Canada, but 
quite possibly to both a management and a labour 
person in Ceylon or any other country. The value of 
involving people on both sides of the labour-manage- 
ment fence in decision was very forcefully brought 
home to all in attendance. One wondered if a great deal 
of time would not be saved by enlarging our concept of 
participation in day to day industrial administration. 


4. Another conclusion I came to was that industry 
must always exist for the community. The community 
must never exist just for industry. 

5. I think each of us left the conference with a 
renewed and humble conviction of the essential dignity 
of man and a renewed dedication to the solution of 
human problems in our own industrial community. 
And we went home prevared to echo the words of his 
Royal Highness: 

“I see no advantage in a prosperous and powerful 

state if it is to be achieved at the expense of human 

freedom and happiness’. 


OF DISUSE 


from ‘‘atrophy of disuse.’’ For a long time, the remedy 
for fatigue was to cut out something. If the patient did 
nothing more than sit in a rocking chair all day, he 
was usually advised to stop rocking. Now physicians 
know better; they now prescribe physical activity as 
a cure for fatigue. 

— From ‘Control of Fatigue in Older Persons’ by 
Theodore G. Klumpp, M.D., inJ.A.M.A., October 5, 1957. 
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RECOMMENDATIONS OF COMMITTEE ON TOXICOLOGY 
ON FIRST-AID MEASURES FOR POISONING” 


Emergency Telephone Numbers : 


PHYSICIAN FIRE DEPT. 
HOSPITAL (resuscitator) 
PHARMACIST POLICE 


RESCUE SQUADS 


The aim of first-aid measures is to help prevent 
absorption of the poison. SPEED is essential. First-aid 
measures must be started at once. If possible, one person 
should begin treatment while another calls a physician. 
When this is not possible, the nature of the poison will 
determine whether to call a physician first or begin 
first-aid measures and then notify a physician. Save the 
poison container and material itself if any remains. If 
the poison is not known, save a sample of the vomitus. 


MEASURES TO BE TAKEN BEFORE ARRIVAL 
OF PHYSICIAN 


I. Swallowed Poisons 


Many products used in and around the home, 
although not labelled ‘‘Poison,’’ may be dangerous if 
taken internally. For example, some medications which 
are beneficial when used correctly may endanger life 
if used improperly or in excessive amounts. 

In all cases, except those indicated below, RE- 
MOVE POISON FROM PATIENTS STOMACH IM- 
MEDIATELY by inducing vomiting. This can not be 
overemphasized, for it is the essence of the treatment 
and is often a lifesaving procedure. Prevent chilling 
by wrapping patient in blankets if necessary. Do not 
give alcohol in any form. 


A. Do Not Induce Vomiting If: 
1. Patient is in coma or unconscious. 
2. Patient is in convulsions. 


*Reprinted from the Journal of the American Medical Association, 
Oct. 12, 1957, Vol. 165. 


3. Patient has swallowed petroleum products (i.e., 
kerosene, gasoline, lighter fluid). 

4. Patient has swallowed a corrosive poison 
(symptoms: severe pain, burning sensation in 
mouth and throat, vomiting). 


CALL PHYSICIAN IMMEDIATELY 


(a) Acid and acid-like corrosives: sodium acid 
sulfate (toilet bowl cleaners), acetic acid 
(glacial), sulfuric acid, nitric acid, oxalic acid, 
hydrofluoric acid (rust removers), iodine, 
silver nitrate (styptic pencil). 

(b) Alkali corrosives: sodium hydroxide — lye 
(drain cleaners), sodium carbonate (washing 
soda), ammonia water, sodium hypochlorite 
(household bleach). 

If the patient can swallow after ingesting a corrosive 
poison, the following substances (and amounts) may 
be given: 

For acids: milk, water, or milk of magnesia (1 table- 
spoon to 1 cup of water). 

For alkalis: milk, water, any fruit juice, or vinegar. 

For patient 1-5 years old — 1 to 2 cups. 

For patient 5 years and older — up to 1 quart. 


B. Induce Vomiting When Non-corrosive Substances 

Have Been Swallowed: 

1. Give milk or water (for patient 1-5 years old — 1 

to 2 cups; for patient over 5 years — up to 1 quart). 

2. Induce vomiting by placing the blunt end of a 

spoon or your finger at the back of the patient's 
throat, or by use of this emetic — 2 tablespoons of 
salt in a glass of warm water. 

When retching and vomiting begin, place patient 
face down with head lower than hips. This prevents 
vomitus from entering the lungs and causing further 
damage. 
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II. Inhaled Poisons 


1. Carry patient (do not let him walk) to fresh air 
immediately. 

2. Open all doors and windows. 

3. Loosen all tight clothing. 


4. Apply artificial respiration if breathing has 
stopped or is irregular. 


5. Prevent chilling (wrap patient in blankets). 

| * 6. Keep patient as quiet as possible. 

7. If patient is convulsing, keep him in bed in a 
semidark room; avoid jarring or noise. 

8. Do not give alcohol in any form. 


III. Skin Contamination 


1. Drench skin with water (shower, hose, faucet). 

2. Apply stream of water on skin while removing 
clothing. 

3. Cleanse skin thoroughly with water; rapidity in 
washing is most important in reducing extent of 
injury. 


IV. Eye Contamination 


1. Hold eyelids open, wash eyes with gentle stream 
of running water immediately. Delay of few 
seconds greatly increases extent of injury. 


2. Continue washing until physician arrives. 


3. Do not use chemicals; they may increase extent 
of injury. 


V. Injected Poisons (scorpion and snake bites): 


1. Make patient lie down as soon as possible. 
2. Do not give alcohol in any form. 
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3. Apply tourniquet above injection site (e.g., 
between arm or leg and heart). The pulse in 
vessels below the tourniquet should not disappear, 
nor should the tourniquet produce a throbbing 
sensation. Tourniquet should be loosened for 1 
minute every 15 minutes. 

. Apply ice-pack to the site of the bite. 

5. Carry patient to physician or hospital; DO NOT 

LET HIM WALK. 
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VI. Chemical Burns 


1. Wash with large quantities of running water 
(except those caused by phosphorus). 

2. Immediately cover with loosely applied clean 
cloth. 

3. Avoid use of ointments, greases, powders, and 
other drugs in first-aid treatment of burns. 

4. Treat shock by keeping patient flat, keeping him 
warm, and re-assuring him until arrival of 
physician. 


Measures to Prevent Poisoning Accidents 


A. Keep all drugs, poisonous substances, and household 

chemicals out of the reach of children. 

B. Do not store nonedible products on shelves used for 

storing food. 

C. Keep all poisonous substances in their original 

containers; do not transfer to unlabeled containers. 

D. When medicines are discarded, destroy them. Do 

not throw them where they might be reached by 
children or pets. 

E. When giving flavored andor brightly colored 
medicine to children, a/ways refer to it as medicine 
— never as candy. 

Do not take or give medicine in the dark. 
. READ LABELS before using chemical products. 
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